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Introduction
An internal hernia is formed by protrusion of a viscus segment
through a peritoneal or mesenteric aperture, leading to its
encapsulation within a compartment of the abdominal cavity.
Acute small-bowel obstruction is the most common presenta-
tion of an incarcerated internal hernia. Of all intestinal ob-
structions, 4.1% are caused by internal hernia; transomental
hernia is extremely rare and accounts for only 1–4% of internal
hernias.1 We report a case of small-bowel obstruction caused
by a transomental hernia.
Case report
A 91-year-old lady presented with severe abdominal pain over
the umbilical area for 1 day. The pain was colicky in nature and
associated with vomiting. She had no history of abdominal
surgery. She could not recall any history of abdominal trauma
or significant abdominal infection. She had had a cerebrovas-
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cular accident 3 years ago with good recovery. On physical
examination, she was afebrile. Her abdomen was slightly dis-
tended with mild tenderness over the umbilical area. There
was no surgical scar, no abdominal wall hernia and no abdomi-
nal mass. The bowel sound was hyperactive. Blood tests showed
a normal white cell count and no metabolic acidosis. Abdomi-
nal radiography showed a few loops of dilated small bowel.
Urgent computed tomography (CT) scan of the abdomen
showed dilated, fluid-filled, small-bowel loops. There were
some segments of thickened small bowel on the left side of the
abdomen. The terminal ileum and large bowel were not dilated.
The mesentery showed increased streakiness. There was a trace
of free fluid intraperitoneally (Figure 1). Radiologically, the
impression was small-bowel obstruction with suspected intes-
tinal strangulation.
Emergency laparotomy was performed. The jejunum and
proximal ileum were dilated. A segment of mid-ileum, which
measured 20 cm in length, was herniated through a 2.5 cm
defect over the periphery of the greater omentum (Figure 2).
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features and radiological findings, we managed to operate
early in this case before irreversible bowel ischaemia occurred.
High clinical suspicion and appropriate investigations
including abdominal radiography and CT scan may aid the
diagnosis of bowel strangulation secondary to internal hernia.
Surgical treatment remains the mainstay of management when
complications, e.g. obstruction, arise from an internal hernia.
When CT scan is not readily available or does not show any
abnormality, surgery should proceed according to clinical
parameters. The possibility of an internal hernia should be
considered in cases of acute or intermittent small-bowel
obstruction, particularly in the absence of an external hernia
or a history of previous abdominal surgery.
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The segment of ileum looked congested but viable. The rest of
the ileum and colon were normal. The affected small bowel
was reduced and confirmed to be viable. The omentum was
divided and the abdomen was closed. The patient recovered
well and was discharged 1 week after the operation.
Discussion
Internal herniation can be paraduodenal (30–53%), be due to
Winslow’s foramen (8%), be paracaecal (6%) or transmesen-
teric (5–10%), or involve the broad ligament (4–7%) or sigmoid
colon (5%).1 Herniation through a defect over the greater
omentum, as in this case, accounts for approximately 1–4%
of internal hernias in the literature.1 The hernia orifice is usu-
ally a slit-like opening of up to 10 cm located in the greater
omentum.2 Most such hernias have a congenital origin, but
trauma and inflammation may also produce omental perfora-
tion or weak areas.3 The defects can then serve as potential sites
for transomental herniation. In the absence of a limiting sac,
a considerable length of small intestine may protrude through
the defect. Intestinal gangrene may develop if the blood supply
is compromised when bowel strangulation occurs. Internal
hernias have been diagnosed preoperatively by radiological
imaging, i.e. CT scan, and small-bowel follow-through.4,5 Com-
mon CT findings are small-bowel obstruction; clustering of
the small bowel; stretched, displaced, crowded and engorged
mesenteric vessels; and possible displacement of other bowel
segments.4 In our case, the radiological finding only suggested
small-bowel strangulation but did not define the cause of the
obstruction. The small segment of the ileum herniated through
the omental defect meant that CT scan was not sensitive
enough to detect the exact pathology. Combining the clinical
Figure 1. Computed tomography scan of the abdomen shows
dilated, fluid-filled small-bowel loops and a collapsed terminal
ileum and large bowel.
Figure 2. (A) Segment of the mid-ileum herniated (‘H’) through an
omental defect over the greater omentum; (B) intraoperative pho-
tograph shows the defect (‘D’) in the greater omentum (‘O’).
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